Keywords: complex posttraumatic stress disorder (CPTSD); eye movement desensitization and reprocessing (EMDR) therapy; stabilization; three-phase model; interpersonal childhood trauma A ccording to international guidelines in the field of psychotraumatology, posttraumatic stress disorder (PTSD) should be treated with empirically supported therapies; for example, traumafocused cognitive behavioral therapy or eye movement desensitization and reprocessing (EMDR) therapy (e.g., Department of Veterans Affairs and the Department of Defense, 2017; International Society of Traumatic Stress Studies, 2018a; World Health Organization, 2013) . Trauma-focused cognitive behavioral therapy includes exposure (imaginal or prolonged) and cognitive approaches. Although there is consensus about the application of these therapies for patients with PTSD, there is less agreement in the field about its (timing of the) use in individuals suffering from the consequences of early traumatization (Cloitre et al., 2011 (Cloitre et al., , 2012 , in particular those suffering from "Complex PTSD," or CPTSD. This term is widely used for a specific variant of PTSD involving a broad diversity of symptoms that is purported to characterize the impact of repeated and prolonged interpersonal traumatization in early childhood (Cloitre et al., 2012; Van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005) . The purpose of this article is to provide a brief narrative overview of the current knowledge about CPTSD and the evidence base regarding the treatment of this condition using EMDR therapy.
Complex Trauma or CPTSD?
There is some confusion among clinicians about the terminology of complex trauma and CPTSD. What is meant by the term "complex"? Is it referring to the type of traumatic event, the consequences of the trauma, the need for a multiphased treatment, or the difficulties involving the processing of the traumatic memories? The term "complex trauma" refers to experienced traumatic events that are interpersonal, long-term, repeated, and severe (American Psychiatric Association, 2013, p. 276), while the term CPTSD refers to a symptom-focused, diagnostic entity. Although it was decided not to include CPTSD in the latest version of the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; APA, 2013; Resick et al., 2012) , CPTSD will be included in the forthcoming classification system of the World Health Organization (International Classification of Diseased 11th Revision, ICD-11; 2018a) . In the criteria used by International Classification of Diseases,11th Revision (ICD-11), CPTSD is diagnosed when the core criteria of PTSD (DSM-IV-TR, i.e., re-experiences, avoidance behavior, and hyperarousal) are met and additional symptoms of emotion regulation problems, disturbance of relational skills, and negative core beliefs are present . A key point to note is that individuals with CPTSD by definition need to meet the diagnostic criteria of PTSD. Therefore, if the traumatic memories that fuel the core PTSD symptoms are successfully processed, then the person no longer fulfils the diagnostic criteria of CPTSD. Given it is a new classification, a clinical interview to formally establish a CPTSD diagnosis has become available only in the last few years (Hyland et al., 2017) .
There is a widespread misunderstanding that people who have experienced complex trauma would be likely to meet the diagnostic criteria of PTSD or CPTSD (see Chen et al., 2010; Ter Heide, Mooren, & Kleber, 2016) . However, other psychiatric disorders, including a lifetime diagnosis of anxiety disorders, depression, eating disorders, sleep disorders, and selfdestructive behavior such as attempted suicide seem to be more likely to develop as a result of sexual abuse than PTSD per se (Chen et al., 2010) . One of the few studies that examined the relationship between childhood sexual abuse and CPTSD found that only a quarter of the abused women met the classification criteria of CPTSD (McLean, Toner, Jackson, Desrocher, & Stuckless, 2006) .
The Role of Stabilization in the Treatment of CPTSD
In 2012, the International Society of Traumatic Stress Studies (ISTSS) published their first guidelines regarding the treatment of CPTSD. The guideline committee recommended that the treatment of people with early childhood interpersonal trauma and symptoms of CPTSD should be phased, according to the so-called three-phase model (Cloitre et al., 2012) . This treatment approach started with a stabilization phase, followed by the second treatment phase, which entailed the processing of the traumatic memories using an evidence-based (trauma-focused) therapy. The third and final treatment phase focused on "reintegration," (re)participation in life in general and the resumption of daily activities (Cloitre et al., 2012) .
The goals of the stabilization phase are generally to enhance safety, establish a therapeutic relationship, and teach stress management and affect regulation skills, by offering psychoeducation about the consequences of the traumatic events and by applying cognitive restructuring of beliefs involving selfblame (Cloitre, Koenen, Cohen, & Han, 2002) . The idea of starting with a stabilization phase in patients with CPTSD prior to the confrontation with their traumatic memories can be traced back to the assumption that people who have experienced interpersonal traumatization in their youth, and consequently experience symptoms of CPTSD, lack the psychological stability to be confronted with their traumatic memories and to bear the emotional arousal that is related to this (e.g., Janet & Psychological Healing, 1919) . Accordingly, it is a widely held belief by clinicians that premature confrontation with emotionally charged memories, at a time when the patient does not (yet) possess the skills to cope with it, could lead to negative effects such as aggravation of symptoms, psychological disruption, and suicidality (Cloitre et al., 2011) . Following this line of reasoning, in order not to directly overwhelm patients with the traumatic images, cognitions, and emotions, patients in a stabilization phase first acquire skills in the field of self-control and affect regulation (Dorrepaal, Thomaes, & Draijer, 2006; Zlotnick et al., 1997) .
Besides the fact that implementing a stabilization phase in the treatment of CPTSD may have positive effects on patients' motivation for the trauma-related part of the treatment (Cloitre et al., 2011; Kezelman & Stavropoulos, 2012) , there is also evidence suggesting that it is effective in reducing PTSD symptoms (e.g., Cloitre et al., 2010; Eichfeld et al., 2018) . However, until now studies that examined the efficacy of stabilization in individuals with CPTSD failed to provide evidence that a phase-based approach is necessary for positive treatment outcomes, or that individuals would profit significantly more from traumafocused treatments when preceded by a stabilization phase . Therefore, it has been recommended that trauma-focused therapies should routinely be offered to adults with CPTSD, consistent with current general PTSD treatment guidelines, and without a preceding stabilization phase . Accordingly, in their recently released version of the treatment guidelines for CPTSD, the ISTSS guideline committee proposed a "personalized medicine" approach in which the focus is put on "the identification of symptoms that are clinically significant (e.g., are severe or associate with functional impairment) to a particular patient and tailoring interventions or series of interventions to address these problems" (ISTSS, 2018b, p. 3) . Although the guideline committee recognizes that for patients with CPTSD, interventions aimed at stability and symptom management may be needed, they state that treatment should primarily be focused on facilitating the processing of the childhood memories.
Effectiveness of Trauma-Focused Treatments for Individuals With Symptoms of CPTSD
At this time, no studies have been published that used a valid measure for assessing patients with the newly developed CPTSD diagnosis. However, a few years ago a broad group of international trauma experts carried out an extensive review of the available literature on the effects of treatments for patients suffering from symptoms that are characteristic of CPTSD, including emotion regulation problems, disturbances in relationships, and the presence of a negative self-concept . They could not find any support for the notion that adults with symptoms characteristic of CPTSD would not respond to traumafocused interventions, nor that these interventions should be preceded by a stabilization phase. These findings were supported by the results of a recent systematic review and meta-analysis of 51 randomized controlled trials of psychological interventions for PTSD with individuals reporting clinically significant levels of one or more CPTSD symptom clusters (Karatzias et al., 2019) . The results showed that applying trauma-focused treatments is effective in treating symptoms of CPTSD. While the authors of this metaanalysis found few studies that reported on the effects on affect dysregulation, they found moderate-large to large positive effects on negative self-concept, and moderate to moderate-large positive effects on disturbed relationships.
Effectiveness of EMDR Therapy for Individuals With PTSD Symptoms From Childhood Trauma
Given that the majority of patients with symptoms of CPTSD report a history of interpersonal trauma in childhood, it is relevant to examine whether individuals who have been exposed to early childhood trauma and abuse would be more refractory in the sense that memories of those events are more difficult to recall Pdf_Folio:286 and more difficult to process. To investigate whether treatment of the negative effects of childhood trauma would be disproportionately problematic, Ehring, Morina, Wicherts, Freitag, and Emmelkamp (2014) used a meta-analytic app roach and found that this was not the case. It also provided evidence that PTSD in these patients can be treated effectively according to the general treatment guidelines for PTSD, using trauma-focused therapies. As to EMDR therapy this meta-analysis included three randomized controlled trials that evaluated the effects of EMDR for participants with PTSD symptoms as a consequence of childhood trauma (Edmond & Rubin, 2004; Scheck, Schaeffer, & Gillette, 1998; Van der Kolk et al., 2007) . The mean effect size of EMDR therapy in these studies was moderate to high not only for PTSD symptom severity, but also for symptoms of depression, anxiety, and dissociation. Ehring's et al. (2014) meta-analysis showed that EMDR therapy in adult survivors of childhood abuse is efficacious. It is however important to note that Van der Kolk et al. (2007) , who compared the efficacy of EMDR with fluoxetine and a pill placebo condition, reported that PTSD symptom reduction was significantly less in EMDR participants with childonset trauma compared to those with adult-onset trauma; that is, 33.3% versus 75.0% achieved asymptomatic end-state functioning at 6-month follow-up. Unfortunately, it is unclear how many memories of individuals' index traumas were treated. Therefore, it cannot be ruled out that those with child-onset trauma had a higher level of trauma exposure and, consequently, a higher number of memories that needed to be reprocessed compared to their adult-onset counterparts. Hence, particularly for the patients with child-onset memories, a course of six trauma-focused sessions may have been insufficient to process all memories that drove the PTSD symptoms.
More recently, a study into the efficacy of traumafocused treatment of PTSD among patients with schizophrenia or psychosis, found EMDR therapy to be effective (Van den Berg et al., 2015) . A history of sexual abuse was reported by 67% of the sample, and 36.4% of those treated with EMDR identified multiple incidents of childhood sexual abuse before the age of 12 years. Following the eight treatment sessions, 60% of the participants in the EMDR condition achieved loss of PTSD diagnosis. These effects remained stable at 12-month follow-up (Van den Berg et al., 2018) .
Similar positive results were reported in two EMDR randomized controlled trials with children who had been sexually abused ( Jaberghaderi, Greenwald, Rubin, Zand, & Dolatabadi, 2004) and children with PTSD who had been abused and/or were living in "socially exposed" homes (Ahmad, Larsson, & Sundelin-Wahlsten, 2007) . These EMDR therapies did not include a stabilization phase and the primary focus of treatment was trauma processing.
Safety of Trauma-Focused Treatments for Individuals With Symptoms of CPTSD
Besides support for the effectiveness of traumafocused treatments, there are no indications that these interventions would have unacceptable risks for patients undergoing them . This notion is perhaps most strongly supported by the results of the study that investigated the safety and effectiveness of EMDR therapy in individuals with a psychotic disorder and comorbid PTSD (Van den Berg et al., 2015) . In this study no stabilization phase was offered prior to the trauma treatment, and also the safe-place exercise-assumed to help stabilize patients-was removed from the standard EMDR protocol. Deterioration did occur in some individuals; however, this was four times more likely in the treatment as usual group (four patients) rather than in the EMDR therapy condition group (one patient).
Hence, disruption or permanent worsening of symptoms is not a phenomenon that occurs frequently during trauma-focused treatment in patients with complex trauma presentations, even if a stabilization phase is lacking (Van den Berg et al., 2016; Van Minnen, Harned, Zoellner, & Mills, 2012) . This seems to hold even more true for intensive treatment of this target group. Some recent studies investigated the treatment effects of a treatment format of 8 days combining EMDR (8 sessions of 90 minutes) and imaginal exposure with in vivo exposure (8 sessions of 90 minutes), physical activity, and psychoeducation (Bongaerts, Van Minnen, & De Jongh, 2017; Van Woudenberg et al., 2018; Zoet et al., 2018) . The results of these studies indicate that of the patients who suffered from CPTSD with a broad variety of trauma histories and multiple comorbidities who completed this treatment format, more than 80% showed a clinically meaningful response, while more than half of them lost their PTSD diagnosis following these 8 days of treatment (Van Woudenberg et al., 2018) . The finding that only 3.8% of the patients showed a clinically meaningful increase in PTSD symptoms suggests that an intensive treatment is an effective and safe treatment alternative for patients with symptoms of CPTSD yielding relative high effect sizes and remarkably favorable retention rates of approximately 97% (Van Woudenberg et al., 2018) .
Clinical Implications
The research findings outlined in this article suggest that working immediately and directly on traumatic memories can be very helpful for patients with CPTSD and that-fully in line with EMDR's AIP model-resolving symptoms of PTSD may reduce patients' interpersonal challenges, affect dysregulation, and negative self-concept. Nevertheless, from a clinical point of view, there are a number of challenges when treating patients with CPTSD in comparison with those suffering from PTSD. Many fear confronting their memories and emotions. They may be reluctant to focus on their past, and experience impulses to flee, avoid, or distract from their trauma history. Some may shut down or dissociate which limits access to the trauma memories during the sessions. Furthermore, cognitive distortions, for instance, about responsibility or emotions such as survivor guilt, may impede desensitization to the trauma memory. However, instead of addressing these issues with stabilization strategies, they can be directly targeted. For example, EMDR therapy can target the fear of decompensation due to facing a trauma memory or provide cognitive interweaves to influence patients' blocking beliefs and dysfunctional thinking such as self-blame and lack of self-compassion.
There are other CPTSD factors to take into consideration, such as "self-concept" and "relational factors." Effective therapy works best when adjusted to the patient's needs rather than making the patient fit a particular therapy paradigm. As a consequence this may require trauma stabilization and resource installation. In EMDR therapy, trauma processing requires the patient to be connected with the trauma memory-if the patient is not connected, then other clinical interventions would be required, including psychoeducation and resourcing. Moreover, in the case of ongoing treatment it remains important that in between sessions the needs of CPTSD patients are being well monitored, and that, especially in an outpatient setting, supportive interventions should be offered if necessary.
Two important limitations need to be mentioned. One needs to take into account that data on the effective treatment of CPTSD are still scarce, that clinical settings differ, and that social and cultural circumstances may influence the effectiveness of interventions. Furthermore, in cannot be ruled out that patients with CPTSD who participate in traumafocused research represent a subsample of this clinical population who are more prepared to engage in trauma processing than other CPTSD patients in general. Such patients may never volunteer for such research or decline to participate when it is offered.
Conclusion
Evidence is mounting that trauma-focused treatments, including EMDR therapy, are effective in people with (symptoms of ) CPTSD. Further, the efficacy of these treatments is minimally affected by whether the trauma was an early childhood interpersonal trauma, or if the person suffers from severe dissociative or other characteristic symptoms of CPTSD (Ehring et al., 2014; De Jongh et al., 2016; Van Minnen et al., 2016 , Van Woudenberg et al., 2018 Wagenmans et al., 2018 , Zoet et al., 2018 .
Clearly, future research on the treatment of CPTSD is desperately needed, in particular studies that include individuals who have a long history of psychiatric (inpatient) treatments. Fortunately, well-designed studies directly comparing EMDR therapy or other trauma-focused treatments, with and without a preceding stabilization phase in patients with CPTSD with long-lasting histories of interpersonal trauma, are currently under way (e.g., Van Vliet, Huntjens, Van Dijk, & De Jongh, 2018) , and their results will become available in the coming years. These research findings might provide the long-awaited and crucial answer to the question whether there are certain patient groups who are likely to benefit more from stability management and resource development than from standard trauma-focused EMDR therapy.
